We sought to enhance the clinical utility of a profile typology constructed in earlier studies and based on the Personality Inventory for Children (PIC), a parent-informant measure of child and adolescent adjustment and ability. We collected data from mental health case records about presenting problems and problem history, possible etiological factors, family characteristics, and treatment recommendations for children who received each PIC profile type. The results indicated unique patterns of case historical data were associated with different PIC profile types. The relation of these findings to previous validity studies of this typology and the evaluation of referred children are discussed. 
Finally, although the interrater reliabilities of some diagnostic categories is very high (e&, mental retardation), others show abysmally low interrater agreement (e.g., identity disorder). The reliabilities of scales from objectively scored inventories are often higher than those for diagnoses. 1 Considering these potential advantages, researchers have attempted to develop classification systems on the basis of profile-type data that could be used as alternatives (or, more realistically, as supplements) to traditional diagnoses. Researchers in this area typically apply multivariate techniques (e.g., cluster analysis) or some other method (e.g., identification of 2-point codetypes) to multiscale data (e.g, MMPI scores; teacher ratings) to identify homogenous subgroups of children or adults.
Researchers can then subsequently identify external correlates (e.g., family characteristics, cognitive status) for persons with various profile types. Finally, researchers can organize their validity results into actuarial interpretive systems that offer clinicians hypotheses about their clients to investigate. Although most clinicians are undoubtedly aware of the tremendous amount of MMPI literature that exemplifies this strategy, this has also been a very active research area in child psychopathology. For example, the profile-classification approach has been recently applied to the study of language-disordered children by Beitchman et al., (1989a) and Beitchman et al. (1989b) and to children with psychiatric problems by McConaughy, Achenbach, and Gent (1988) .
Since 1985, we have been developing a profile classification system intended for use with children and adolescents (3 to 16 years old) who are referred for psychological services. This profile typology is based on the Personality Inventory for Children (PIC; Wirt, Lachar, Klinedinst, & Seat, 1984) , a parent-informant measure of child cognitive, emotional, and behavioral status. To briefly summarize this work, we conducted cluster analyses of PIC profiles to identify profile groups that replicated across independent psychiatric samples of children and adolescents (Gdowski, Lachar, & Kline, 1985) . Subsequently, we devised rules to classify the PIC profiles of individual children into this typology . We have also conducted several validation studies of this classification system using different types of external criteria (e.g., teacher and clinician symptom ratings; individually administered intelligence and scholastic tests; special education placement; psychiatric diagnoses; Gdowski et al., 1985; Kline, Lachar, & Boersma, 1987; press; Lachar, Kline, & Boersma, 1986) .
Results of the above-mentioned research have been promising, but our studies to date concern mainly the concurrent validity of this PIC profile typology. That is, the external criteria we have used so far reflect child status at the time of their mental health evaluations or school assessments. We sought in this present study to expand the scope of our previous validation research by gathering information about the psychiatric and developmental histories of children with different PIC profiles.
That is, we wished to use information regarding problem onset, chronology of problems at various ages, possible etiological factors (e.g, did problems appear in response to a family trauma?), and family characteristics as the external criteria for this study.
We collected such historical information from the mental health case records of children who obtained different types of PIC profiles. Case records are rich sources of clinical information, but many difficulties arise in their use in research. For example, the amount, informants, and type (e.g., intake reports, therapy progress notes) of chart information often varies from case-to-case, and some information is inevitably based on retrospective interviews (e.g, parents' recollections of early problems). Nevertheless, the study of case record data has yielded valuable background data in previous studies of child and adolescent psychopathology (e.g., Achenbach, 1966; Marks, Seeman, & Haller, 1974) .
For this study, we constructed and used an objective checklist to code case record information for children who had different types of PIC profiles. We then statistically identified case history correlates that differentiated each PIC profile type from sample base rates. Discussion of results that are new to the present study (relative to our earlier validation work) is emphasized, as are their implications for the clinical assessment of psychologically disturbed children with the PIC.
Method

Subjects
The database for this study consisted of the mental health records of 327 children and adolescents who were evaluated at an urban psychiatric facility in the midwestern United States (mean age = 10 years; 70% boys; 51% White, 49% Black; 75% of their households were classified into the two lowest Hollingshead, 1957, socioeconomic status [SES] categories). These records were a stratified random sample (selected by child's age, sex, and race) drawn from the larger psychiatric sample (N= 1,333) studied by Kline, Lachar, and Gdowski (1987) . We selected 300 case records of children who obtained one of 10 different PIC profile types (30 records/type for Type 1 and 3-11 profiles) and 27 records of children who had Type 12 profiles (the total number of Type 12 profiles in the entire Kline, Lachar, & Gdowski, 1987, sample 1 Diagnostic labels may more clearly communicate the presence of a syndrome (a correlated cluster of symptoms) than profile data, when such syndromes exist. For example, assignment of the DSM-III-R label Autism, Early Onset (before 30 months) identifies particular patterns of cognitive, language, and social deficits, as well as possible prognosis (e.g, 25% may eventually show a seizure disorder; 50% may never develop functional language; 90% may require institutional care as adults). Many "syndromes" supposedly designated by past diagnostic labels (e.g., Attention Deficit Disorder without Hyperactivity), however, have not been empirically validated.
In addition, four broadband, factor-derived scales are available within the first 131 items of the current administration booklet. PIC scales are normed by child sex and age (3-5 years and 6-16 years) except for IS, which is normed for ages [3] [4] [5] 6, 7, 8, 9 , and 10-16 years. Scale scores are in 7" score units, and high scores reflect either informant distortion (L, DEF: underreportingof problems; F: careless responding, exaggeration of problems) or greater child problems (all remaining scales).
PIC profile scales have been extensively validated in numerous child clinical populations, including preschool (e.g., Keenan & Lachar, 1988) , educational (e.g., DeKrey & Ehly, 1985; Goh, Cody, & Dollinger, 1984; Grossberg & Cornell, 1988) , and child clinical, pediatric, and neuropsychological settings (e.g., Andrasik et al., 1988; Fuerst, Fisk, & Rourke, 1989; Nieman & DeLong, 1987; Pritchard, Ball, Culbert, & Faust, 1988; Wagner, Smith, & Morris, 1988) . The external validity of PIC scales has been found to be unaffected by maternal psychopathology . Additional validity studies, psychometric properties, and interpretive guidelines are summarized in the test manuals (Lachar, 1982; Wirt et al, 1984) and one monograph (Lachar & Gdowski, 1979 Table 1 are the classification rules that specify the required patterns of PIC scale T scores for each profile group. For example, Type 4 PIC profiles all have elevated scores on the IS and DLQ scales; they must have at least one elevated score on the ACH scale or the DVL scale; and they cannot meet the requirements for the Type 3 profiles. These classification rules are also presented in an easy-to-use, graphical form (a decision tree) in Kline, Lachar, and Gdowski (1987) .
In this typology, PIC profiles that have no elevated scores (i£., within-normal-limits [WNL] profiles) are classified as Type 1, and profiles with elevations on a single PIC scale are identified as Type 2. A Type 2 classification thus represents 12 different types of "spike" profiles (to use the term from the MMPI literature). Because only 64 children of the 1,333 cases in the entire Kline, Lachar, and Gdowski (1987) sample had Type 2 PIC profiles of any variety, we were unable to study their case records in this present investigation. Type 3 through 6 PIC profiles are called cognitive dysfunction types because they all have elevated scores on the PIC "cognitive triad" scales ACH, IS, and DVL). * The remaining six profile groups, Types 7 through 12, are called emotional/behavioral/learning types because they have normal-range scores on IS but have elevated scores on other PIC scales.
Case-record coding form. Difficulties with the use of mental health case records as data sources were mentioned in the literature review. Another problem from a measurement perspective is a paucity of published scales for the coding of case-record data by raters who were not involved in direct clinical service delivery. For example, Marks et al. (1974) constructed the Case Data Schedule (CDS) for their large adolescent MMPI validation study, but the CDS was completed by the therapists of adolescent patients.
To systematically collect case-record information for this study, we constructed an original objective checklist that contained items about presenting, primary, secondary, and other problems; possible etiological factors (e.g., family dissolution; intrapsychic distress); occurrence of problems during infancy or the preschool, grade school, or adolescent years; family characteristics; the child's feelings and views of significant others; and treatment recommendations. Our coding form comprises 196 true-false or multiple-choice items. This coding form is very similar in organization to that of the CDS of Marks et al. (1974) and was completed by James A. LaCombe (who was unaware of PIC profile type) following review of all chart information (e.g, intake reports, social histories, progress notes, termination summaries) for each of the 327 cases in our sample. About 2 to 3 hours per case were required to complete the checklist. 4 To evaluate the interrater reliability of our case-record coding form, James A. LaCombe and another (PhD) clinical psychologist independently completed the checklist for 30 randomly selected cases (10% of the sample). The second rater was also unaware of PIC profile type. The results from this reliability study can be briefly summarized: Of all items for all cases (196 x 30), the two raters agreed with each other 87% of the time. The percentage of items for which the two raters agreed among the 30 individual cases ranged from 74% to 100%. Although some of these agreements may have occurred by chance (more likely for true-false items than for multiple-choice items, however), these results suggest that our case-record coding form showed at least respectable interrater reliability. In instances of disagreement, item ratings from James A. LaCombe were used in data analyses.
Results
Demographic Characteristics and Diagnoses
Reported in Table 2 (Beck & Spruill, 1987; Keenan & Lachar, 1988; Kline, Lachar, & Sprague, 1985) . 4 A copy of the case record coding form used in this study can be obtained from Rex B. Kline, Department of Psychology, Concordia University, Montreal, Quebec, H3G IMS, Canada. 5 The mean PIC profiles of Types 6,9, and 11 of this study resemble (respectively) those of Groups 1,2, and 3 recently identified by Fuerst et al. (1989) in a sample of children referred for neuropsychological assessment. 
Case-Record Correlates
To identify case-record correlates for each PIC profile type, we conducted 2 (profile type vs. remainder of sample) x I (I = number of item alternatives) chi-square analyses for all coding form items. For example, one coding form item was whether the child presented with psychotic features (true/false). For Profile Type 1, we conducted a 2 (true/false) X 2 (Type 1 vs. all other types combined) contingency table chi-square test, the results of which indicated whether these presenting problems appeared more or less often for the Type 1 group as compared with the rest of the sample. We conducted similar tests for the other coding-form items to identify all significant case-record correlates for the Type 1 group. We also conducted these tests for each PIC profile type, for a grand total of 196 (items) x 11 (profile groups) tests.
The above analyses identified a total of 410 case record correlates among all profile types: 198 significant at the .01 -.05 level, 212 at the .01 level. The number of significant correlates ranged from 22 for Profile Type 12 to 57 for Profile Type 10 (mean number of correlates = 37). Considering the large number of tests conducted, however, it is likely that some of these results are significant by chance. That is, assuming random rater responses to the items of the case-record coding form we used in this study, a total of 108 test results would be significant solely due to chance at the .05 level (108 = 5% of all significance tests conducted = 5% X 11 X 196). Although we actually found 4 times as many significant results as would be expected by chance (410 vs. 108), we address concerns about spurious findings by presenting below only results significant at the .01 level. Another factor that argues against attributing these findings to chance is that many of these case history correlates are con-6 This is a pattern we have found in another, larger sample: The relation of diagnoses to PIC profile types is nonspecific except for diagnoses that designate severe developmental problems (Kline, Lachar, & Gdowski, in press ). Other investigators (e.g., Sherman, Shapiro, & Classman, 1983; Lessing et al, 1982) have also reported that the correspondence of diagnoses and empirically derived subtypes is poor. Considering that diagnoses and objective checklist information may reflect different aspects of child problems (Kazdin, 1988 (Kazdin, ,1989 and often differ in their respective reliabilities, these results are not surprising. See Kline (1988) for a more complete discussion about methodological issues in convergence of these two types of information. Presented below are summaries of case-record correlates for each PIC profile type; results that are novel relative to previous validation studies are emphasized. Because all case record correlates are too numerous to report here, Table 3 contains examples (significant at the .01 level) for all profile groups. Type 1. As expected, children with WNL PIC profiles were less likely than sample base rates to present with a variety of problems, except those of mood disturbance (37%). What we learned from their case files, however, is that although families of children who obtained other profile types (e.g., especially Types 7,9, or 10) are more blatantly disturbed, family dysfunction was often cited (for 83%) as a possible cause of the troubles of these children. Intrapsychic stress or reaction to a traumatic event were also frequently cited (for 63%) as possible causes of their difficulties.
Type 3. These and our previous results suggest early onset of developmental problems and cognitive impairment. What their case records also indicate is that many of these children (40%) also had secondary conduct problems (e.g., temper tantrums, fighting with peers or siblings). Inconsistent discipline was cited in most (70%) of their files, which may exacerbate these children's behavioral problems. The modal treatment recommendation (for 73%) was inpatient hospitalization to stabilize current difficulties; use of major tranquilizers was also recommended for 30%.
Type 4. We know from our earlier studies that these children have conduct and scholastic problems, and the present results support this general pattern. What is surprising about their case records is that unlike children with other types of cognitive dysfunction profiles (Type 3, 5 or 6 PIC profiles), these cases did not have significantly high rates of developmental problems, nor were their difficulties typically attributed to genetic or physiological factors. Thus, learning problems may be predominant in these children rather than general cognitive impairment. In fact, most (57%; base rate =21%) were recommended for learning disability school services. Type 5. Like cases with Type 3 profiles, these children often have cognitive impairment and histories of multiple, early-onset developmental problems. Their case records also indicated, however, that significant minorities presented with psychoticlike features (e.g, bizarre/ritualistic motor behavior, unusual thought processes; 23%), enuresis (30%), or encopresis (17%).
They also tended not to have as many conduct problems (e.g, aggression) during the preschool and school years as did children with Type 3 profiles. Type 6. Case record analyses did not reveal much that we didn't already know from our previous studies: This is a "pure" cognitive dysfunction group whose problems are typically first noticed during the grade school years and are often attributed to genetic or physiological factors. A significant minority (38%) were recommended for placement in classrooms for the menAlso, their case records indicate a depth of family-related probtally impaired (base rate = 18%).
lems only hinted at in our previous work. Child discipline was Type?. Present and earlier results indicate these adolescents typically described as inconsistent or overly permissive; 70% have concurrent externalization and internalization symptoms.
were described as chronically angry because of poor family 
18 56 Only 1 category could be selected.
relations; a significant minority (37%) were described as feeling specifically angry at their fathers (base rate = 18%), and 20% felt openly rejected by their mothers (base rate = 4%); and 37% feared abandonment by their families (base rate = 20%). Type 8. We previously found that many of these children are referred because of behavioral disorganization and peculiarities; their case records also indicate an extensive history of early problems as well. Most were described as difficult or "fussy" infants, and significant proportions showed dyscontrol in the form of temper tantrums or overactivity as preschoolers. At the time of their mental health evaluations, 30% showed psychoticlike symptoms, and half were described as overactive. (Stimulant medication was subsequently recommended for 43%; base rate = 25%.) Although family dysfunction was not cited as an etiological factor more often than base rate, poor family structure was often mentioned (e.g., 56% raised by 1 parent; nuclear family was never established for 30%).
Type 9. These children constitute a "pure internalization" group as regards symptom presentation, but their case records also indicate heretofore unknown high levels of family-related problems. Some form of family dissolution was indicated for 43%, most children (67%) were described as angry because of family interactions, and 37% feared abandonment (base rate = 20%). The average age of problem onset was 7 years, but significant proportions were reported to cry frequently (27%) or to be aggressive with their siblings (17%; base rate = 7%) as preschoolers.
Type 10. Unlike cases with Type 7 PIC profiles, these adolescents present with "pure" externalization problems (school-age onset); a significant minority (30%) also had substance abuse problems. Like those with Type 7 profiles, however, their cases records indicate high levels of family disturbance that may contribute to their problems. Family interactions were typically described as cold and distant and provoking child anger, and discipline was reported to be overly permissive.
Types 11 and 12. Relatively few case-record correlates were identified for these groups, most of them redundant with results from our earlier validation studies. Briefly, children of both groups often have poor school achievement, but many cases with Type 11 profiles are also inattentive and overactive. In contrast, children with Type 12 profiles often had lower rates of problems as infants and preschoolers than base rates; also, about one half (43%) of these cases were recommended for regular classrooms but with remedial instruction (e.g., "resource rooms"; base rate = 21%).
Discussion
The results of this study enhance our understanding about children who obtain different PIC profiles, but some limitations must be recognized. The total number of records reviewed for each profile type was relatively small, but they were randomly selected to be representative of larger groups of children who obtained these PIC profile types. All of these cases were evaluated at one psychiatric facility, and the generality of these findings to other clinical settings is unknown; the caserecord analyses conducted in this study should be replicated at other psychiatric facilities.
These findings have many obvious clinical implications. Some brief examples: Behaviorally oriented therapy may be beneficial for the parents of children with Type 3 or 4 profiles to manage likely problem behaviors, whereas more intensive family therapy may be necessary for cases with Type 7, 9, or 10 profiles, whose families have many and intense relationship problems. Families of children with Type 1 (WNL) profiles may initially seem much healthier than others seen in clinics, but closer investigation may reveal more subtle conflicts. The possibility of attentional deficits and the corresponding need for medication should be carefully considered for children with Type 8 or 11 profiles.
We are continuing to refine the usefulness of this PIC-based typology. For example, we are currently constructing an actuarial interpretive system, based on this and other validity data, that will offer clinicians hypotheses and recommendations to consider for children who receive different types of PIC profiles. We will later ask clinicians to evaluate the accuracy of statements contained within these actuarial reports so that we can further refine the interpretive algorithm.
We are also working to improve the procedure by which individual PIC profiles are classified into this typology. A problem with the current classification scheme occurs when a child's PIC profile fails to meet the requirements of a profile type by only a few 7"-score points. For example, a child's profile may have all the necessary elevations to be classified as a Type 7 (see Table 1 ) except for a score of 68 on SSK. (A score > 70 is required) Even though the child's profile is very nearly a Type 7, it may end up being unclassified. We are evaluating procedures wherein similarity indexes (e.g., intraclass correlation) show how closely a child's PIC profile matches each profile type in this classification system. Although others have successfully used similarity indexes to assign individual profiles to profile subtypes (e.g, Edelbrock & Achenbach, 1980) , one drawback is that the clinician needs a microcomputer to perform classification. Anyhow, we intend to compare the relative merits of the current decision-tree procedure against a similarity index-based system.
